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(E) All N F s  submitting MDS 2.0 data forrate-setting purposes must be approved for 
electronic submissioninaccordance with technical instructionsissued by the state. 

(1) NFs are responsiblefor transmitting all MDS 2.0 data used for rate-setting 
timely and in ~LI approved format. As specified in paragraph (CX4) of this 
rule, MDS 2.0 records shall not be considered to meet the requirements for 
timely and accuratesubmission if they cannot be processed byODJFS. 

(2) NFs requesting an extension of the filing datemust submit a written request and 
supporting documentation toODJFS. 

SUPERSEDES 
TN EFFECTIVE DAT 
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-. . 
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Effective: 01/08/20M 

R.C. 119.032 review dates: 10/22/2003 and 01/08/2009 

CERTIFIED ELECTRONICALLY 

Certification 

12/29/2003 

Date 

-	 PromulgatedUnder: 1 19.03 
Statutory Authority: ORC 5 11 1.02,51 1 1.231 
Rule Amplifies: ORC 5111.01,5111.02, 

5111.231 
Prior Effective Dates:1O/1/92 (Emer.), 12/31/92, 

4/15/93 (Emer.), 7/1/93, 
12/1/93 (Emer.), 3/17/94, 
7/1!94 (Emer.), 9/30/94, 
7/1/98, 10/1/2000 





Resident NumericIdentifier 

MINIMUM DATA SET (MDS) -version Attachment 4.19D 
FOR NURSINGHOME RESIDENT ASSESSMENT ANDCARE SCREEN1 

BACKGROUND (FACE SHEET) informationAT ADMISSION 

PCXION AB.DEMOGRAPHIC SECTIONAC.INFORMATION CUSTOMARY ROUTINE 

I rn-rn-rrrn 

NONE OFABOVE If. 
LIFETIME 
occupation 

betweentwo 

MRlDDwith organic condition 

Down's syndrome 

h 

SECTION AD. FACE SHEET SIGNATURES 
SIGNATURESOF PERSONS complet ing FACE SHEET: 



- ..,.-~ ....
" .. ...d - .­
numericidentifierResident 

MINIMUM DATA SET (MDS) -VERsION2-0 
FOR NURSING HOME RESIDENTASSESSMENT AND CARE SCREEN1attachment 4.19D 

FULL ASSESSMENT FORM 
(Status inlast 7 days, unless other time frameindicated) 

L
6. CHANGEIN 

Medicationrestidions 
difficultyfindingwords or finishing 

stands-may miss somepart/intentof 

STANDS-responds adequatelyto simple, 

0=Whenbox blank.must enter numberor letter a=When letterin box. check condigionapplies 



- .  
I .... - .-."..- - ,-

Resident 

SECTION D.VISION patterns 

. .  


SECTION E.MOOD ANDbehaviorpatterns 

a	Residentmaderepah.-a. 

cRepetitiveverbalizations SLEEP-CYCLE ISSUES 
j. Unpleasantmoodinmorning 

d. persistent angerwith self 
o t h e r s  easily 

anger atcan? received 
1. Sad. pained,worried facial 


e. self  depreciat ions 
"I  
amnothing I am ofno use 
toa m 

m. Crying, tearfulness 
1. 	 Expressionsofwhat 

appearto be unrealistic n.Repetitivephysical 
f e a r s  f e a r  o f  b e i n g  m o v e m e n t s  pacing 
abandoned,leftalone. handwringing 
beingwithothers fidgeting. 

LOSS OF INTEREST 
g. Recurrentstatementsthat 

somethingterrible isabout 0.Withdrawalfromactivities 
to h a p p e n  believes i n t e r e s t  minterestin 
heorsheisabouttodie. longstanding activities 
have aheart a b &  beingwithfamly 

p.Reducedsocial interadion 
MOOD 


persistence

TENCE 


CHANGE 
INMOOD 

behavior 
SYMPTOM 

oblivious toneedsorsafety 
b. VERBALLY ABUSIVE
BEHAWORALSYMPTOMS(others 

were threatened. screamed at, cursed at) 

c. PHYSICALLY ABUSIVEBEHAVIORAL SYMPTOMS(others Iwere hit.shoved, watched. sexually abused) 

d.soc ia l l y  INAPPROPRIATE/DlSRUPTIVE BEHAVIORAL 
SYMPTOMS (made disruptivesounds, noisiness,screaming. msew-abusiveads. sexualbehavior or disrobinginpublic.

smeared/threwfood/feces,hoarding,rummagedthroughothers 

belongings) E A P R 2 9 m  


e. RESISTS CARE(resisted takingmedications/ injections, ADL &OOI APPROVALassistance.or eating) 
MDS2.0 September.2000 

SUPERSEDES 




. .  
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sed for bedmobility 


belimeresidentis capableincreased independence 

S-


2. occasionally i n c o n t i n e n t = b l a d d e r  2 or moretimes aweek but not daily
bowelonce aweek 

3. FREOUENCYINCONTINENT-BLADDER. tended to beincontinentdaily. b u t  some 
controlpresentboweltimesaweek 

4. i n c o n t i n e n t  inadequate control BLADDER. multiple daily episodes;
BOWEL.all (oralmostall)ofthe time 

a. bowel control ofbowelmovement applianceor bowelcontinence morepoundswithina day hallucinationsCONTI-
I
programs.ifernplayed 7 

InternalbleedingI NENCE 
b. 	 BLADDER Control ofurinarybladderfunctiondr ibbles volume insufficientto to lieflat due to recurrent lung aspirationsinCONTI- soak through underpants with appliances (ea..fob)or continence Ceofbreath 

l a s t  90 days 
dehydratedoutputexceeds shortnessofbreathDiarrhea Input- ... 

Fecalimpaction H insufficientfluid; did NOT 
syncope (fainting) 

OTHER NONEOFABOVE 
MDS 2.0September. 2000 L 



-

1. 

L 


turning/repositioningprogram 

mechanically
altereddiet 

orwithouttopical Wins) 

SECTION LO M E N T A L  STATUS 
1. o w  D e w  (soft. easily movablesubstances)presentinmouthprior to 

STATUSAND goingto bed at night 
Hasdenturesor removablebridge 
some/allnaturalteeth lost-does nothave or does not use dentures 
(orpartial plates) 
broken loose. or cariousteeth 

inflamedgums (gingiva);swollen or bleedinggums:oralabcesses 
ulcersor rashes 

staff 
NONE OFABOVE 

CI supersedes 



- * "AlI-Ih 
n . .  . -rb ...................I.......... 
- . . r . .  ......... - ................. .--.- ..- . 
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Residant numericId 

I 0.No 1 . M  

Bj = tota l  # of minutesprovided in l a s t  7 days I (AJ I (e) 
SECTION RASSESSMENTinformation 

.speech - language pathology andaudiology services1 I I I I 
b.Occupational therapy 

Physical therapyt.Respiratorytherapy 

NONE above If. 

3. 	 nursing record the NUMBER OFdays each ofhe following rehabilitation or 
rehabilita restorative techniquespractices wasprovided to the residentfor 

~ N Imore thanor equal b I S  minutes pw day in thelast 7days
RESTOR. enter 0 ifnone or less than 75 min. daily.)

A M CARE aRangeofmotion(passim) f. walking- ­

b. Rangeofmotion (active) -g. Dressinggrooming __cSplint orbrace assistance h. Eatingor swa l lowing  -
trainingSKILL 

PRACTICE I N I. Amputation/prosthesiscare ­
d.Bed mobility j Communication 

TI4 #O'-l.001APPROVAL DATE APR 2 9 2001 
MDS 2.0September,2000 

SUPERSEDES 


I 



month 

5101:3-3-40 
Resident__ _-
SECTION S. STATE OF OHIO SUPPLEMENT 

-
F 

I 

f 


1. No 1. Yes 

infectious Check all diseaseslhat were present duringthe last 90 days 
DISEASES or since last assessment 

vancomycin resistant Enterococcus/Staph 


MethicillinResistant staph 


Salmonella 


Shigella 


Campylobacter 


E. coll0157:H7 


Legionnaires’Disease 


MeningococcalDisease 


Giardia 


Cryplosporidiosis 


Streptococcal Pneumoniae.invasive 


influenza 


None of lhe above 

VACCINES 	 Record dele resident received vaccine during Ihelast 90 
days. (if not received. leave blank). .  


a. InfluenzaVaccine 
m-m-um 

Year Day 


b. Pneumonia vaccine m-m-mm 
month Day Year 

c. Hepalitis Vaccine 
m-m-cum 

Day Month Year 

TC APR 7 2.0 04/28/2000 

SUPERSEDES 



